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White & Cooper[1] describe an “acrimonious debate” of binary choices (sign language versus
spoken language) regarding deaf children’s language choices. We contend that focusing on
only one particular option to the exclusion of others (i.e, a specific-language framework) is short-
sighted. Children would be better served by a global-language framework in which the uniting
goal of early intervention is to ensure complete mastery of any language for deaf children.
 
We anticipate general consensus on the following points: All children need to master at least
one language. The majority of deaf children are at risk for delayed/incomplete mastery of a first
language. This subsequently creates significant risk to their well-being, including “physical,
emotional, and social development” [1]. Like spoken languages, natural sign languages can
provide a foundation for healthy development. Taken together, the shared goal of early
intervention should become maximizing a child’s chances of mastering at least one spoken or
signed language, rather than favoring one particular language. It is a mistake to focus
exclusively on one language when a child may more easily master another language.
 
Geers et al.[2] has no bearing on how to optimize global language proficiency. Consider that
nearly half of oral-only children (49%) had CASL scores under 85 at the early elementary
timepoint – a significant, nearly threefold increase in risk relative to typical development (risk
ratio = 2.83). This is highly alarming, yet neither White & Cooper nor Geers et al. express any
concern. Perhaps these concerns are overshadowed by the risk appearing to be higher in the
other two groups. From this perspective, an oral-only trajectory appears to be the “least-worst”
approach. This framing, however, fails to consider whether children in other groups are
developing age-appropriate mastery of another language (i.e., ASL). If they are, then there is
little reason to worry. Essentially, the children at greatest risk are those who are not on track to
master any spoken or signed language. To evaluate this, research must consider exposure to –
and proficiency in – natural sign languages (i.e., not artificial English signing systems).
 
We are dismayed to see Karl White, an EHDI leader and director of NCHAM, reinforce Geers et
al.’s flawed findings using a specific-language framework prioritizing English-only acquisition as
the primary goal of intervention. Indeed, the relatively “improved [communication] opportunities”
White & Cooper extol have not translated into equal outcomes within the non-signing cochlear
implant literature, where wildly-variable outcomes continue to be a “hallmark”[3]. The exclusive
focus on English-only outcomes and inappropriate representation of sign language continues to,
at best, under-inform all invested parties and, at worst, actively harm deaf children.
 
The EHDI system can – and should – refocus on global language proficiency. Geers et al.’s data
reminds us that relying on English alone remains unacceptably risky. To this end, we must
assess children’s proficiency in all applicable languages (i.e., English, ASL, and other natural
languages) as a function of early language exposure. Only by adopting this wider holistic view
can EHDI systems begin to maximize all deaf children’s developmental potential in language
and beyond.
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